
best to wait and watch carefully, especially in a
first attack, and not to induce labor unless some
other albuminurie symptom demands it. In sub-
sequent attacks the damage to vision and the
severity of the retinitis may turn the scale in
favor of premature delivery, even when slight
eclampsic symptoms are present.

CONGENITAL PELVIC MALPOSITION OF
LEFT KIDNEY IN A WOMAN.1

BY JOHN W. DEWIS, M.D., BOSTON.

In September of 1900 a woman consulted me
for backache and feeling " run down." She was

thirty years old and spare. She had measles when
fourteen, chorea at fifteen, and had been a nervous
child. She menstruated once when sixteen, but
not again until a year later, after which she was

regular. She married when nineteen, and in
seven years had three miscarriages

—

at three to
four months

—

and two children at full term. The
backache dated from first miscarriage, but had
been worse of late. She had been treated off and
on at hospital, out-patient, and by a physician, for
falling of the womb.
An examination showed the uterus to be well

retroverted, but easily replaceable. The cervix
was considerably lacerated. The ovaries were in
normal position. Behind and to left of uterus
was felt a smooth, firm mass, somewhat movable,
and with a slight fissure or notch in border. It
was not particularly sensitive to touch ; about
as much as obtained in palpating ovaries. The
urine was normal: Operation seemed the proper
course to advise, and with this end in view the
patient was recommended to Dr. Charles II. Hare
of Boston. The tumor seemed to him an unusual
growth for the pelvis, and he considered movable
kidney as a possibility. The right kidney could
be made out by palpation, but the corresponding
locality on the left side seemed thinner, and no

kidney could be found, which is often the case
when the left kidney is there in normal position.
The patient was admitted in October to Charity

Club Hospital, where Dr. Hare, assisted by Dr.
Warren Gay, performed celiotomy. This opera-
tion was deemed the wisest procedure, because
after four or five years of clinical treatment there
had been no permanent relief. Bimanual exami-
nation under ether confirmed the previous opinion.
The usual median incision in the abdominal wall
was made, and the uterus brought forward pre-
paratory to ventral suspension, which was later
done. The tumor was retroperitoneal, and lay
over the promontory of the. sacrum, about two-
thirds being in cavity of the pelvis. It was a

firm, kidney-shaped mass, considerably flattened
and imbedded in a soft, thick capsule, and could
be moved up and down about two inches. The
lower border stretched somewhat diagonally across
the sacrum. The upper end lay on the left com-
mon iliac artery. The upper right border was

not distinctly made out. On cutting through
about three-eighths inch of fatty cushion, kidney
cortex was exposed, and the incision again closed
with catgut. Feeling through the abdominal
opening, the right kidney was found in natural
position, but the left was absent. The gall blad-
der, spleen, appendix, tubes and ovaries were
normal and in position. The hilum of this mis-
placed kidney, if present, was at right border, or
posterior. The blood supply could not be deter-
mined, nor the ureter located. The patient made
a rapid recovery, and five months later had gained
fourteen pounds in weight and had had no back-
ache since operation. Improvement was of course
due to correction of uterine displacement. Ex-
amination at this time showed the womb well
up in place and the abnormal kidney as before
operation. A cystoscopic examination to deter-
mine location of mouth of left ureter has not
been practicable.
Not many cases of pelvic kidney have been

reported, although the literature on other malpo-
sitions and malformations is plentiful. Still, this
unnatural location, though uncommon, is of clini-
cal value, and such cases should not be considered
only as curiosities. The pelvic variety of malpo-
sition of this organ is certainly one of the most
important, particularly in women. In this kidney
there was some deformity, and in reports of con-
genital misplacements of all kinds, anomalous
shapes are the rule ; and for this reason diagnosis
in these complications is more difficult. An idea of
these abnormalities of contour, blood vessels and
ureter, and of separation of suprarenal capsule,is given in a necropsy report by McWilliam.
The kidney was egg-shaped, half in pelvis, hilum
in front, and ureter four and one-half inches long.
It had two arteries: One, arising an inch above
abdominal aorta, entered upper end of organ by
two branches; the other, coming from left com-
mon iliac artery, entered middle of outer border;
the vein from this pelvic kidney entered the vena
cava at a point higher than the normal right
kidney, and in the upper part of its long course
received a branch from left suprarenal capsule,which body was high up and in about normal
location. Mr. Brady, a fourth-year medical stu-
dent, told me he had a case of pelvic misplaced
kidney in a subject which he was dissecting at
the Harvard Medical School two years ago, Dr.
Fred B. Lund being the demonstrator at the time.
The subject was a man, right deformed kidney
lying in front and to right of sacrum, position
fixed, long axis almost vertical, artery from right
common iliac, venous drainage into right com-
mom iliac vein, hilum in front, ureter short and
at origin somewhat abnormally enlarged. This
specimen may be seen at the Harvard Anatomical
Museum. It has not yet been reported, and it
is mentioned here with permission of Professor
Dwight. Pacaud reports a somewhat similar case
in a man, the kidney lying fixed between rectum
and bladder; Carrington, a left kidney in a

woman; Northrup, two left pelvic kidneys in
female infants; M. Wins, a right pelvic kidney.1 Read before the Suffolk District Medical Society, Section forObstetrics and Diseases of Women, March 27,1901.
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Sutherland reports a case of kidney lying on

promontory of the sacrum, with a curious venous
drainage. Among other interesting reports of
pelvic kidneys, or those fixed near the brim, in-
cluding congenitally misplaced single kidney, are
those of Dwight, M. Aube, Weinsbach, Wilson,
Lanceraux and Naumann. That of the last is a
dissertation delivered in 1897, and the author has
given reports of a very large number of anomalous
kidneys, several of them being pelvic varieties.
In the grosser malpositions the left kidney is

more often misplaced than the right. Roberts
makes the statement that in the 21 cases which he
was able to collect in 1879, only a few of them
pelvic kidneys, 15 were on left and 6 on right side.
In the cases cited by Hugo Naumann, a consider-
ably larger per cent, of anomalies are on left, with
one exception, the cake-shaped (Kuchenförmige)
kidney ; and the left pelvic kidney predominates
in those cases where side is mentioned. Newman
found twenty-four abnormal positions of kidney
in 1,000 necropsies; only one in pelvis, a right
kidney; and in his admirable paper on all kinds
of kidney malpositions he states that left kidney
is most often misplaced in males, but cases are
are about equal in females; and he suggests that
this may be because more necropsies are made on
the former. The estimates by this writer and by
Roberts are based almost wholly on cases seen
after death. We seem to hear more about right
kidneys being out of place in living individuals,
perhaps because it is more easily and more often
detected, and where there is moderate mobility—
an inch or two—it might be called movable when
there was little or no abnormality. Narrowing
down strictly to the congenital pelvic kidney, it is
impossible to make more than a guess as to the
relative proportion of cases in which it occurs.
Since operating in the pelvic cavity has become
so general, the reports of these freakish kidneys
are likely to be less uncommon, and there will be
an added interest in studying their behavior dur-
ing life. From reports it is clear that the kidney
may occupy any position as to its axis, but more
often its long axis is vertical or oblique, as in case
here reported. As a rule these kidneys are fixed;
but in my patient it has about two inches move-
ment. Associated with abnormal pelvic kidney
there is often deformity of pelvic organs, as in-
stanced in the uterus in the case reported by Car-
rington. In regard to separation of suprarenal
capsule, Newman estimated that in about ^% of
cases of malpositions

—

2 out of 24
—

this body
was attached to the kidney, the remaining number
being in the usual location.
Malposition does not seem to interfere with the

normal function of kidney, though it does predis-
pose to complications. In this patient the kid-
ney, lying between the sacrum and the uterus,
appears to have predisposed her to abortion, and
from the history obtained this would be a fair
inference. The laceration of cervix may have
been a factor after birth of first child. The com- '

plications which such abnormalities might pro-
duce in pelvic diseases, in pregnancy, during

parturition and in cases of single kidneys, are of
course obvious.
There is little to aid in diagnosis; the kidney's

sensitiveness to touch is similar to that of the
ovary; when there is malposition, particularly ifin pelvis, there is usually marked lobulation ;
"the tumor" would always be behind the peri-toneum—with or without movability ;—and whenthere is any deformity of pelvic organs we should
expect misplaced kidney.It would be reasonable to assume that there is
no treatment for this congenital malposition,—
not referring to the movable nor the "floating
kidney,"—and the foremost consideration should
be the avoidance of complications.
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Clinical Department.
A CASE OF EXTRA-UTERINE PREGNANCY;
DIAGNOSIS AT END OF SECOND MONTH;
OPERATION; RECOVERY.1

BY OSCAR J. PFEIFFER, M.D., DENVER, COLORADO,
Visiting Surgeon, St. Luke's Hospital.

The patient is twenty-seven years old ; married
five years ; no children or miscarriages.The first visit to the patient was made April 3,
at which time a history of intermittent pain and
flowing since Feb. 8 was given. The pains were
severe while they lasted, and were followed by
periods of ease for several days. The flowing
was irregular in volume, being most copious at
the expected menstrual periods, but ceasing alto-
gether at no time. There was and had been no
fever or chill at any time during the illness. A
bimanual examination revealed apparently a retro-
verted, probably pregnant uterus, with a knot on
its anterior surface. This was made out through
an abdominal wall somewhat rigid to pressure
from involuntary resistance. The case ran along
unsatisfactorily until Sunday, April 7, when an
examination was made under ether, which re-
vealed what I took to be a two or three months'
pregnant retroverted uterus with a fibroid tumor
on the anterior wall. Taking several days in
which to think the case over, the question arose

1 Read before the Colorado State Medical Society, June 10, 1901.
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